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This visit was for investigation of one
State hospital complaint.
Facility Number: 002408
Date: 2/9/15
Complaint Number:
INO0162424
Substantiated; no deficiencies cited
related to the allegations.
Surveyor: Linda Plummer, R.N.,
Public Health Nurse Surveyor
Dupont Hospital LLC is in
compliance with 410 IAC 15-1.5-5,
Medical Staff, and 410 IAC 15-1.5-6,
Nursing Services, Indiana Hospital
Licensure Rules.
QA: claughlin 03/10/15
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